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ABSTRACT

In the past, most cases of osseous met
metrium were diagnosed following removal of bone from
the endometrium by dilatation and curettage and fre-
quently subsequently treated by hysterectomy. Nowadays,

management involves a suggested diagnosis by transvaginal

wltrasound examination, confirmation bv bysteroscoby
uitrasound examunation, confirmation by hysteroscopy

and hysteroscopic removal of ectopic intrauterine bone.
This is usually carried out under laparoscopic guidance.
However, the degree of visual control provided by com-
binea’ transabdominal and transrectal ultrasonogmphy

aplasia of the endo-
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In this report we describe a case of endometrial osseous
metaplasia successfully managed by ultrasound-guided
hysteroscopy. The advantages of our approach include re-
duced invasiveness, reduced costs and simultaneous visual-
ization of the abdominal and intrauterine cavities. One
limitation, however, is represented by the greater operator
dependence of ultrasound guidance as compared to lapa-
roscopy, the former requiring extensive training and state-
of-the-art equipment.

We suggest that ultrasound guidance for hysteroscopic
removal of extensive osseous metaplasia may represent a
potentially safer and more effective alternative to laparo-
scopy and would therefore encourage further clinical eval-
uation of this technique.

INTRODUCTION ,

Osseous metaplasia of the uterus is a rare entity that results
from the transformation of non-osseous connective tissue
into rnature bone. It occurs in approximately 0.3 per 1000

women Fn[“ﬁmPfr‘ﬂl ncmﬂ(‘qﬂnn I‘ F"'PﬂlanfI‘l qccnr‘mfp{“'

with a history of recurrent abortions, and its chmcal pre-
sentation may include vaginal bleeding, leukorrhea and
pelvic pain’?
In the past, most cases required dlagnostlc dilatation
md ~rrea ttaca (T Ry O fre varmava l A s ticars A Fumean £l

ana curcttage (1’ &X L) 1or removair o1 bone tissue from the

endometrium, and hysterectomy was frequently then re-

quired. Nowadays the diagnosis can be suggested by the
fmdmg of a strongly echogenic band within the uterus at
transvaginal ultrasound examination, and subsequently be
confirmed by hysteroscopic visualization of bony spicules
within the endometrlum Treatment by hysteroscoplc

ine ho nn
< 00

removal of ectonic intrauter e
re i fermn ne undae

Ui CLUpsL ntrau

guidance has recently been proposed’.

This report describes a case of endometrial osseous
metaplasia managed by hysteroscopy under simultaneous
ultrasound guidance.

CASE REPORT

A 29-year-old woman, gravida 2, para 1, abortus 1,
presented at our clinic with foul-smelling leukorrhea and
metrorrhagia. She had a history of intermittent vaginal
bleeding and infection dating back to a D & C performed
3 months earlier, following a premature delivery for intra-
uterine death at 25 weeks. Past medical history revealed
tﬂat SHC ﬂélu mCIlerﬂC at [ﬂc dgC UI 10 IUHOVVCU Uy rcgludr
periods, with menstrual flow lasting 4-5 days. At the age of
19 she underwent voluntary abortion at 6 weeks by
D & C.

On admission, pelvic examination revealed an ante-
verted uterus of normal size. On examination of the cervix,
a spicule measuring 16 x 10 x 8 mm was removed with
a tissue-biopsy forceps. Histopathology demonstrated
osseous metaplasia. A detailed clinical history suggested
no evidence of abnormal calcium metabolism, thyroid or
parathyroid disease, renal calculi or excessive vitamin
D consumption. Complete blood count, urinalysis, serum

electrolvtes and live
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vaginal ultrasound examination a central echogenic band
was found, which occupied the entire uterine cavity and
partially included the cervix and discrete areas of the myo-
metrium (Figure 1). Hysteroscopic examination showed
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surface almost completely and extending to the cervical

on tests were normal. At trans-
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Osseous metaplasia

canal (Figure 2). Hysteroscopic resection of the bone tissue
was performed. The entire procedure was carried out under
ultrasound guidance with Aloka SSD-520 equipment, by
means of two probes alternately: a 5.5-MHz transvaginal
probe, which was used transabdominally over the suprapu-
bic area, and a 5.5-MHz transrectal probe. This approach
permitted clear visualization of the uterine cavity, which
appeared to be extensively occupied by a hyperechogenic
area. The bony fragments were removed progressively by
means of biopsy forceps and a resectoscope, with the use of
short bursts of electrosurgical energy (Figure 3). This was
followed by gentle curettage. During the procedure the
ultrasound images confirmed a progressive reduction of the
hyperechogenic areas. In particular, ultrasound guidance
allowed visualization and removal of three small hyper-
echogenic areas embedded in the myometrium and thus not
visible at hysteroscopy. At the end of the procedure, ultra-
sound examination showed only minimal bone residues
deeply embedded in the myometrium (Figure 4). Micro-
scopic examination of the various tissue specimens demon-
strated extensive osseous metaplasia of the endometrium
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Figure 1 Longitudinal cransvaginal scan of the uterus, showing a

central echogenic band, which occupied the entire uterine cavity
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and endocervix (Figure 5). No postoperative complications
occurred and the patient was discharged 2 days later.

An ultrasound scan, performed after 1 month, showed
a normal-appearing endometrial echo and two minimal
submucosal hyperechogenic areas (7 mm and 9 mm in

diameter) interpreted as residual calcifications. Follow-up

Figure 3 Hysteroscopic visualization of the uterine cavity at the
end of the procedure

Figure 4 Ultrasonogram showing a marked reduction of the hy-
perechogenic area during surgery
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ultrasound examinations at 4 and 18 months were un-
changed. To date, the patient enjoys good health and has
regular menses.

DISCUSSION

In spite of numerous theories on the subject, the etiology of
osseous metaplasia remains controversial. As early as 1884
Virchow attributed the formation of bone in the endo-
metrium to spontaneous differentiation of fibroblasts into
osteoblasts®. The direct implantaticn of fetal parts was first
proposed as being responsible for heterotopic uterine bone
formation by Newton and Abel® and this was supported
subsequently by others®. Although this might be true in
cases of second-trimester abortions, this theory cannot ac-
count for cases where abortion occurred in the very early
stages of pregnancy, when no fetal bone tissue is present. In
these cases, chronic inflammation and tissue destruction
associated with repeated abortions may play a significant
role in the pathogenesis of endometrial ossification, by
producing a metaplastic change”$.

This may have been the case in our patient, who had a
recent history of a spontaneous abortion at 25 weeks.
Ultrasound examination plays a primary role in the diag-
nostic work-up of patients with osseous metaplasia. The
characteristic hyperechogenic pattern is strongly suggestive
of osseous tissue within the uterus, and should prompt
confirmation by hysteroscopic examination. Several
methods have resulted in successful treatment of osseous
metaplasia, including D & C, hysterectomy and, recently,
hysteroscopic treatment. However, in cases with extensive
osseous metaplasia and bony sheets embedded in the myo-
metrium, satisfactory hysteroscopic removal proves diffi-
cult. In such cases the utility of laparoscopic control during
the procedure has been reported, resulting in greater ac-
curacy and prevention of complications such as uterine
perforation®. To our knowledge, ultrasound control of the
hysteroscopic management of ossecus metaplasia has been
reported in the literature only as an additional aid to lapa-
roscopy. However, in this report we show that the degree
of visual control provided by combined transabdominal
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and transrectal ultrasonography proves sufficiently accu-
rate for hysteroscopic guidance. In expert hands, a clear
visualization of the number, dimension and site of the bone
spicules, as well as of the hysteroscopic instruments, can be
obtained. The advantages of our approach include reduced
invasiveness, reduced costs and simultaneous visualization
of the abdominal and intrauterine cavities. In addition, the
ultrasound guidance allows complete visualization of the
whole thickness of the uterine wall, and therefore, as
shown by our case, identification of bone fragments or
other masses present within the myometrial layer, which
are not detected by hysteroscopy, nor by laparoscopy. One
limit, however, is represented by the greater operator de-
pendence of ultrasound guidance as compared to laparos-
copy, the former requiring extensive training of personnel
and state-of-the-art equipment.

In conclusion, ultrasound guidance for hysteroscopic
surgery represents a promising tool and may prove safer
than laparoscopy; future clinical work is necessary to de-
fine the potential role of ultrasound guidance.
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